Background: Evidence-based improvements in long-term care (LTC) are challenging due to human resource constraints.
improve outcomes (Caspar, Cooke, Phinney, & Ratner, 2016) . In part, disappointing results have been attributed to educational programs that failed to directly involve unregulated workers who provide the majority of residents' care (Colón-Emeric et al., 2016; Estabrooks, Squires, Carleton, Cummings, & Norton, 2015) . Some authors have called for more research examining interventions, which engage these frontline workers (Roe, Flanagan, & Maden, 2015) .
Authors have identified the need to design and implement context-specific approaches (Roe et al., 2015; RycroftMalone et al., 2009 ) to reflect variations in LTC staffing levels and administrative models. There is general agreement that both "hard factors" such as physical, human, and financial resources (Hsu et al., 2016) and "soft factors" such as leadership (Gifford, Davies, Edwards, Griffin, & Lybanon, 2007) , team climate and trust (Colón-Emeric et al., 2016) , organizational dynamics (Attieh et al., 2013) , and accountability structures (Berta, Laporte, & Wodchis, 2014) influence both initial and sustained or institutionalized change (Colón-Emeric et al., 2016) .
Enabling and reinforcing factors have been identified as critical for successful interventions in LTC (Caspar et al., 2016) . The Resident Assessment Instrument-Minimum Data Set (RAI-MDS) can provide such reinforcement. In a systematic review, Sales et al. (2012) examined the utility of standardized data, such as the RAI-MDS, in continuing care, either to inform or motivate improvements or to assess outcomes. The majority (17/24 or 70.8%) of primary studies had a singular focus for their care improvement strategies (e.g., preventing skin breakdown). While most reported some improvements in outcomes, a minority described statistically significant results. Low staffing levels and large proportions of nonprofessional staff frequently contributed to unsuccessful interventions.
In summary, there is limited evidence of successful interventions targeting care improvements in LTC. Interventions, which engage unregulated care providers and can be adapted to the variable constraints on care delivery, are promising. However, strong process evaluations are needed to examine how such interventions can support improvements in care.
METHODS
This process evaluation was conducted as part of a larger study, undertaken during 2009-2010, to examine the effectiveness of a multimodal, participatory intervention aimed at improving evidence-based care for the residents of LTC homes in Ontario. A qualitative descriptive design (Sandelowski, 2010) was used to examine the activities and experiences of participants as they implemented a staff-led action plan.
Selection of Sites and Participants
There are seven geographic health regions in Ontario. Sites were randomly sampled from three regions closest to study headquarters (Ottawa). Eligible sites were private or public, regulated LTC facilities with 60 or more beds that had already introduced the RAI-MDS system, which was being phased in across the province at the time of the study. Sites were ineligible if they anticipated major disruptions during the study period such as construction.
The Director of Care (or designated alternate) was asked to invite staff members to participate in interviews and a 1-day, on-site workshop. Potential participants included senior-level managers, registered and nonregistered staff, and other health team members. To enhance empowerment and choice, we asked that staff be invited from different disciplines, levels, and departments of the LTC sites and that one of these staff be the designated site lead. These staff participated in the workshop and became part of the project team, responsible for developing and implementing an action plan.
Intervention
We adopted a practice development approach because it encourages the engagement of healthcare staff to foster changes in the workplace culture. Key features include identifying the project focus while considering workplace values and culture, developing a shared vision and joint ownership of the practice change, and providing participatory engagement strategies (McCormack, Wright, Dewar, Harvey, & Ballantine, 2007) . There were three intervention elements: on-site workshop, toolkit for action plan implementation, and complementary support by a facilitator and regional Best Practice Coordinators (BPCs). During the initial 1-day workshop, participants related previous success stories in their organization, described practice challenges, identified the focus of and built a case for a practice change, and developed implementation steps for an action plan (Higuchi, Edwards, Carr, Marck, & Abdullah, 2015) . Workshops were interactive and tailored to individual sites. Site leaders, responsible for action plan implementation, were usually selected by workshop teams. We developed a toolkit that contained resources such as handouts with discussion questions for project team meetings and links to free online resources, including those from the Registered Nurses' Association of Ontario (RNAO; http://www.rnao. org). Workshop costs (including staff replacement) were covered by the research budget.
Site support was provided by an external project facilitator (hereafter referred to as the facilitator) and BPCs who had complementary but distinctive roles. Using research project funds, we hired a nurse-facilitator, based in Ottawa, to work with the sites for the duration of the project. She coordinated and attended the on-site workshops, conducted interviews, organized virtual monthly meetings with each site leader to monitor and document action plan implementation, provided relevant resources, and assisted with problem-solving issues related to action plan implementation. Regional BPCs were funded by Ontario's provincial Ministry of Health and Long-Term Care. One regional BPC was assigned to each participating LTC site. These BPCs were nurses whose role had been recently established by the RNAO. Each BPC had responsibility for numerous LTC sites (both study and nonstudy sites). Most of their work was done on-site; some was conducted by phone. BPCs mentored and coached staff at their assigned LTC sites by helping them examine and address practice issues using clinical guidelines and organizational change strategies. They reinforced change efforts. BPCs were supported through a monthly teleconference call with an RNAO coordinator to discuss issues related to their role. The external facilitator occasionally joined these meetings to discuss project-specific concerns.
Ethics
Ethical approval was obtained from the University of Ottawa Research Ethics Board prior to conducting the study. Administrative consent was obtained from each LTC site. Voluntary consent was obtained from individuals for their participation in the workshop and interviews.
Data Collection
At the outset, we captured data on size (number of beds) and ownership (private or public) from Ministry records. We conducted semistructured individual interviews with staff at the beginning, midpoint, and end of the study. All interviews were conducted by phone, with the exception of face-to-face baseline staff interviews (conducted prior to workshops). Socio-demographic data were collected during initial interviews. Baseline interviews also informed a needs assessment in preparation for the workshop. During midpoint and final interviews, we asked participants to describe their project and the implementation process, how they were using monitoring systems in support of the change, who was involved, and how their action team was addressing implementation challenges.
The facilitator maintained field notes using a semistructured guide to capture information about intervention support activities (provided by either the facilitator or the BPCs), progress of site teams, and challenges that surfaced during site meetings. BPCs participated in midpoint and end-point telephone interviews to provide their perspectives on action plan progress, supports provided, and challenges.
Data Analysis
Interviews were audio-recorded and transcribed verbatim and then entered into the NVIVO software program along with field notes and records kept by the facilitator. Our content analysis followed methods of Elo and Kyngäs (2008) . Each transcript was reviewed by three research team members. Using an iterative process, codes, definitions, and exemplars were developed to categorize the implementation activities, supports, challenges, and outcomes. We deductively coded all activities that fit the guideline implementation process described by RNAO (2002) . We inductively categorized data that did not fit with the RNAO framework, developing new codes for these data.
RESULTS

Settings and Participants
Twelve sites initially agreed to participate (17.6% response rate); two sites withdrew after the workshop. Characteristics of participating LTC sites are shown in Table S1 .
Baseline interviews were completed by 72 participants (range of 5-9 per site). At midpoint, 44 staff from 8 of the 10 sites (range of 3-9 per site) participated in telephone interviews (two sites revealed that they had not made much progress with their projects and declined to be interviewed). Sixty-nine individuals from all 10 intervention sites participated in the end-point interviews (range of 1-7 per site). Participants' characteristics are summarized in Table S2 . Participants were predominantly female, employed full-time, and had an average of 16.1 years of practice experience, mainly in LTC. The majority had high school, certificate, or diploma education. Managers comprised 39.1% of the sample; unregulated care providers and support staff comprised 37.5%.
Eight BPCs were interviewed, seven at midpoint and five at end-point. Not all BPCs participated in both interviews due to the withdrawal of two sites and changes in the composition of BPCs over the study period.
Action Plan Development and Implementation Process
Workshop field notes indicated that sites quickly reached consensus about the focus for their action plan. After brainstorming potential priorities, they considered staff capacity, buy-in, prior successes, and recurring challenges when selecting their primary focus. Participants across all sites identified some common experiences of action plan implementation. Overall, the intervention was described as a very new experience and as being outside the conventional norms of "how things get done" in LTC. Asking staff from different departments and with varying levels of responsibility to attend the initial workshop was described as aberrant to usual practice. Some personal support workers who attended these initial workshops commented that this was the first time they had ever been invited to an educational session in their LTC setting. Other facets of the intervention described as novel included being asked for input on issues of concern to them, being able to set priorities and develop an action plan, identifying how they would assess their progress, and having facilitated discussions about implementation progress. 
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Process Evaluation of an Evidence-Based Care Intervention in Long-Term Care study, six of them said they had done so. The other three sites focused on improving residents' oral health, reducing falls, or developing a preceptor program for new staff. At end-point, eight sites were continuing implementation or had fully implemented their project plan. Two sites did not progress beyond project planning. Reasons for this early termination included not being successful in an application for funding to implement their action plan and changes in leadership. Nevertheless, participants in all 10 sites indicated that they had acquired senior leader support for their plan at some point during the implementation process.
Main achievements described at end-point were improved team communication skills (seven sites), better staff engagement (six sites), and improved teamwork (five sites). One BPC described changes:
I couldn't believe the changes in the home. Sick calls were down, she [the administrator] didn't have people leaving, she didn't have any families complaining… we changed the culture of that home in about 6 months.
Six of 10 sites said that including representatives from all departments led to greater support for their action plan. For example, a social worker commented: "There were representatives from different departments within our organization, which was good, so you got different perspectives… not just the management team, but frontline staff as well." Respondents reported some modifications to the composition of their initial implementation team; most sites experienced a decline in the number of individuals and departments involved. Leadership for action plan implementation was variable; in some sites, it shifted to another individual or weakened. However, management support for staff to participate and for the resources required for action plan implementation was identified by 9 of 10 sites as important to their success. Activities least often reported during implementation were staff education and resident engagement strategies.
BPCs and the facilitator reported providing 13 different types of support activities. As shown in Table S4 , only the external facilitator conducted data analysis, and only the BPCs participated in on-site meetings, conducted on-site presentations, and provided in-depth coaching. All other types of support were provided by the external facilitator and BPCs, although a single site may have received the support from one or the other and not both. Supports most frequently provided (8 of 10 sites) were resources and participation in regularly scheduled teleconference meetings. Supports least frequently identified (3 of 10 sites) were clarifying roles and project expectations, providing motivation and rationale for the change process, and in-depth coaching on planning and conducting staff education. No sites reported using RAI-MDS data.
External supports for implementation were described as important. Nine of 10 sites said the RNAO BPCs helped them with implementation. Six of 10 sites said external resources were used, such as receiving financial support to attend an external RNAO workshop and using RNAO online resources.
Action Plan Implementation Challenges
Respondents reported some challenges implementing action plans. The top challenge, identified by every site, was overcoming negative attitudes toward the action plan among staff who were not part of the project team. For example, one BPC explained, "There was a lot of negative feedback from the staff; they thought it was a stupid project." Another BPC stated:
I don't think they get the bigger picture of what they were doing… they get that they need to make a change, the idea needed to happen from the ground up…, but they didn't get the bigger picture.
Other challenges included internal communication problems (eight of 10 sites), time and workload constraints (seven of 10 sites), and competing priorities (six of 10 sites).
DISCUSSION
This is one of the first studies to examine a participatory, multimodal intervention that engaged staff across multiple departments in LTC. Senior administrative support was required for site participation, and managers invited staff to participate in workshops and action plan implementation. This approach brought managers on-side from the outset, reinforcing staff perceptions of organizational support.
A growing body of international research indicates that more effective team communication and integrated team practices can improve patient outcomes in acute care (Husebø & Akerjordet, 2016) , primary care (Mulvale, Embrett, & Razavi, 2016) , and LTC sectors (Nazir et al., 2013) . However, most of these reviews found studies that concentrated on professional rather than unregulated health providers.
Initially, we were surprised that the majority of sites chose team functioning and communication as the focus for their action plans and that they reached consensus on their focus quickly. It seems they intuitively understood the need to tackle the underpinnings of collaborative work practices as a prerequisite to improving the quality of care. Along with organizational readiness, team functioning has been described as an important influence on change improvements (Nazir et al., 2013; Wiltsey Stirman et al., 2012) . Interprofessional collaborative practice and relational coordination have been identified as central to team functioning. These concepts have a "common focus on sharing, respect and communication" (Gittell, 
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Original Article & Thistlethwaite, 2013, p. 210) . Our intervention helped to build connections across workgroups (Gittell, Seidner, & Wimbush, 2010) through the development of an interdepartmental action plan.
While our findings affirm improved connections among workgroups, participants admitted that RAI-MDS data were not used to provide feedback on progress. This finding may reflect the early implementation phase for the RAI-MDS. It is consistent with the study by Sales et al. (2015) , who found that despite repeated, targeted feedback of RAI-MDS data to staff, a very small proportion discussed these reports.
It likely takes more time, strategies, and supports to change what Gittell et al. (2013) have described as "deepseated patterns of interaction" (p. 211). Many sites used the development of action plans as a means to jointly learn and work together, using interventions such as meetings and other relational strategies that Gittell et al. (2013) would characterize as more mature and Caspar et al. (2016) would describe as enabling or reinforcing. These strategies included setting up reward systems, role modeling, modifying communication patterns, and structured problem-solving. Action plans provided a basis for enacting mechanisms for improved interprofessional teamwork such as those identified by Hewitt, Sims, and Harris (2014) . A shared sense of purpose and responsibilities, and generating and influencing ideas, were evident in descriptions of action plan implementation.
This process evaluation indicates that three parameters were pivotal for instigating and navigating change. We think these parameters are pertinent to a wide range of healthcare delivery systems. The first was our requirement for vertically and horizontally linked teams (involving professional and nonregulated staff from various departments) to identify, instigate, own, and monitor a change process. This precipitated two change mechanisms: managerial support and a disruptive innovation. Others have identified managerial support for innovations in LTC (Caspar et al., 2016; Colón-Emeric et al., 2016) as critical enabling and reinforcing factors for both implementing and sustaining change. However, the interdepartmental (horizontal) mix of players has received less attention. Our requirement of an interdepartmental team may have been a disruptive innovation that initiated a change process, as it pivoted hierarchical values about intra-organizational communication channels (European Union Expert Panel, 2016) .
The second parameter was the virtual and proactive support provided by an external facilitator who encouraged and nudged project teams to implement and adjust their action plans during monthly phone meetings. Similar support strategies have been used in LTC and other settings but most often with individuals who are on-site and employed locally, such as advanced practice nurses and champions (Donald et al., 2013; Ploeg et al., 2010) . The off-site model of facilitation is promising; it shows that virtual rather than face-to-face support is feasible in these settings, providing a more efficient means to reach a wider array of LTC settings. This facilitation model could buttress the human resource capacity of LTC settings to implement change.
The third parameter was the brokerage and coaching role undertaken by BPCs. BPCs provided access to resources about organizational change approaches. They offered a system-oriented view of change, reminding sites that their work on team communication was in line with evidence-informed standards of practice, helping to normalize challenges experienced, and reinforcing incremental achievements. Normalizing change has been described as an important yet underutilized strategy (Colón-Emeric et al., 2016; Wiltsey Stirman et al., 2012) . Although this BPC role was new, it was part of the formal health system, providing BPCs with legitimacy in their messaging about norms. We think that with a more established BPC role, all off-site coaching and mentoring functions could be undertaken by BPCs, and an additional facilitator would not be needed. However, workload considerations for BPCs are critical, and the use of virtual communication is essential.
We thought teams would identify care issues (e.g., falls) as priorities for action plans, as RAI-MDS reports about clinical outcomes were being sent to participating sites. Instead, most sites tackled fundamental yet critical issues related to team functioning and communication. They surfaced the underside of guideline implementation that is often neglected-building respect, team communication, and leadership, and resolving conflict and communication gaps. It was our impression that the diverse composition of those who attended the workshops, both in terms of provider roles and departmental affiliation, helped to surface these challenging structural issues.
Limitations
This study had three main limitations. First, response rates were low. Although the project paid for staff replacement time during workshops, staffing challenges were frequent reasons for not participating. Sites that agreed to participate may have had stronger senior management support for change than sites that refused. Second, the on-site interviews were with those who had some level of involvement in the initial workshop or action plan development and implementation. Therefore, data do not capture the experience of those who were disengaged from the outset, or the experience of residents or family members about action plan implementation. Third, although we invited participants from all 10 sites that remained in the study, the data collected at midpoint and end-point included a very small number of interviewees in some sites and may not reflect a consensus of opinions of stakeholders at those sites.
Implications for Future Research
The decision by most intervention sites to tackle team functioning and communication suggests this may be an important forerunner of clinical practice changes in LTC. A study that compares implementation of BPGs between LTC sites that do or do not receive a complementary intervention on team functioning and communication would be useful. Longer term, internationally comparative process evaluations are required to examine how practice improvements are initiated and sustained in LTC settings with varying organizational structures, staff-to-resident ratios, and types of informal caregiver involvement. Building capacity for change in the LTC sector requires change facilitators, leaders who are knowledgeable about change processes. Resourcing for someone in this type of position is an important consideration in replicating the intervention. A comparative cost-effectiveness analysis of on-site versus off-site facilitation, and determining how a larger segment of LTC settings could be incentivized to participate, would be important next steps.
CONCLUSIONS
Our intervention involved supporting site-specific project teams in sharing knowledge across units within their organization and improving two-way vertical communication with all levels of care providers. This process evaluation highlights the importance of mobilizing a cross-departmental network of staff within LTC sites and supporting their development and implementation of an action plan for improvements in care. WVN
LINKING EVIDENCE TO PRACTICE
• Engage professional and unregulated staff from all departments when making practice changes.
• Strengthen staff communication, trust, and relationships as these are forerunners of improvements in care.
• Consider involving off-site staff to provide critical mentorship, support, and renormalization functions for LTC staff as they implement action plans for clinical practice improvements.
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